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CHAPTER I
THE PROBLEM AfcD DEFINITION OF TERMS USED
In recent years much emphasis has been given to the importance 
of informing the patient concerning his disease, explaining how his 
symptoms relate to his disease, and describing what course the disease
is expected to take. In medical literature doctors are increasingly 
pointing out their duty to give information to the patient. Nursing
educators have stressed for years that a nurse is a teacher, and this 
has been a part of their philosophy in educating students of nursing
and directing their other varied activities.
The public has ready access to health information in daily
newspapers and popular weekly magazines, as well as through the media
of television and radio. This has changed the patient-doctor relation­
ship during the last few decades. Fifty years ago the doctor gave
little information and the patient expected little; today the modern 
patient wishes Information, and the doctor and the nurse feel obligated
to supply this information. The question that follows is, what
information is being communicated to the patient in certain specific
settings.
I. THE PROBLEM
Statement of the Problem
What verbal information do return patients receive concerning
selected aspects of their health problems while making a return visit
to a selected clinic in an urban outpatient department? Who of the
1
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clinic personnel is involved in coxaKiunicating this information to
patients?
Heed for the Study
In a recent nursing research workshop ’’the members recognised 
that there was a need for more patient-oriented research*"* the
observation is made that "Nursing studies in the past have focused
upon the nurse as a practitioner rather than upon patient-oriented
»»2 This study focuses on the patient in the clinicstudies of nursing*
setting to observe information he is given while seeking professional
help*
The information the patient is told concerning "the nature of
his problem, the mechanism and significance of his symptoms,” and
the course of the illness may make the difference between a poor 
therapeutic result and "many years of comfortable and productive life.
t»3 Thereand whether or not a person cooperates to the extent required *
is a need then to discover what information is communicated to the
patient in a busy outpatient clinic to help him understand his
disease, the treatment for it, and the facts that will help him to
cooperate more fully with the physician.
Purpose of the Study
It was the purpose of this study to observe the extent to which 
certain aspects of verbalized health information were included in the
*Loretta £• Heigerken, The Improvement of Nursing Through 
Research. Washington, D* C.: The Catholic University of America Press, 
1959, p. 195.
2Ibld.
3a. Carlton Ernstene, "Explaining to the Patient—A Therapeutic
3
coniraunications to return patients by clinic personnel. Another purpose
of the study was to observe the depth of information included in
communicationa to patients and to observe who of the clinic personnel
were most involved in informing patients. It was expected that if
omissions were found in information given to patients, these omissions 
could be the basis for implementing a more comprehensive plan of health
education and teaching for patients.
Assumptions
For the purpose of this study it was assumed that:
1. Patient teaching would occur during the observation period
and not immediately previous to or following this period.
2, All patients would benefit from the deepest levels of
explanation in selected aspects of their health problem if information
was communicated to them on this level.
3. There would be variations in the amount of information
communicated by the different medical personnel of the clinic.
4, Different patients would need varied amounts of information.
Limitations of the Study
1. The aspects of health information to be noted in this study
were limited to those centering around the patient's health problem
such as explanations on the nature of the illness, diagnosis, prognosis.
Because of the limited scope of the study, healthand therapy.
maintenance and rehabilitation were areas omitted.
2. Only return patients ages fifteen and over were included in
this study.
Tool and a Professional Obligation," Journal of the American Medical 
Association, 165:1110, November 2, 1957.
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3. Another limitation of this study was the inability of the 
observer to be completely objective in evaluating information to be 
placed in the various depth levels of explanation.
4. Ho attempt was made to evaluate the learnings that took
place within the patient as a result of the communications verbalized
to these fifty patients.
5. Ho attempt was made to equate the depth level of explanation
and the intellectual level of the patient.
Method of the Study
The descriptive survey was the method chosen for the study.
Observations were made of the verbal communications directed to
patients by all clinic personnel. Observations were made from the
time the patient was called to see the doctor in an examining room
until the patient made his appointment with the appointment clerk and
Only return patients were observed in this study, andleft the clinic.
each patient was observed only once.
The general medicine clinic of an urban hospital*s part-pay 
outpatient department was chosen because it had patients with varied 
diagnoses and there was no formal health teaching program in this clinic.
Also, there were large enough numbers of patients in attendance at 
this clinic to give the quantity of patients needed for this study.
A work sheet was used by the non-participant observer to record 
the selected aspects of health information given to the patient. The 
effectiveness of this work sheet was checked by observing five patients 
going through the clinic. After this the work sheet was revised and 
used as a guide in collecting data during the remaining observations.
5
After the raw data had been collected on the work sheet* they
were used In the final tabulations and analyses of the study.
II. DEFINITION OF TERMS
The following terras had these specific raeanings in this study.
New patient.
to the general raedicine clinic or who had been absent from the clinic
A new patient was one who was making a first visit
for over a year so that a new appraisal of his health condition had to
be made.
Return patient. A return patient was one who had an appraisal 
of his health condition in a selected clinic as a new patient and was
making any one of a number of consecutive follow-up visits for medical
supervision.
Outpatient department. An outpatient department was that area 
of medical services in connection with a hospital in which ambulatory
patients received diagnostic* therapeutic and preventive medical care.
It was divided into many clinics* each treating patients coming under
a specialised area of medicine.
General medicine clinic. The general medicine clinic was one of
the specialised clinics of the outpatient department to which patients
were referred when their diagnosis indicated they needed the services
of an internal medicine specialist.
Clinic personnel. Those persons employed in general medicine 
clinic and those volunteering services in their speciality in medicine 
were defined as clinic personnel. The following were included: internal
medicine specialists* residents* senior medical students* graduate
nurses and an appointment desk clerk.
6
Health problem. Health problems were defined as those objective 
and subjective symptoms that are perceived by the patient as causing 
cessation or interference with normal activities, and for which the
patient is seeking relief by enlisting professional help*
Depth of information* the depth of information was that degree 
of information both cummulative and of specific detail which distinguished
it from other levels in its own category of health knowledge.
Verbal information. Facts, data and explanations spoken orally
were called verbal information.
UZ. SIMMY
The purpose of this study was to observe the verbalised
information which patients received concerning their health problem
while making a visit to a selected clinic in an urban part-pay
outpatient department. Further, it was noted if explanations were
detailed or superficial and who of the clinic personnel were involved
in imparting this Information.
Certain assumptions were made relative to the study. Limitations
were noted with respect to the scope and content of the study, and
various terras were defined in a specific way for this study.
The survey method was used for the study, and data were collected, 
analyzed and interpreted by a non-participant observer with the use of
a work sheet. From this information conclusions and recommendations
were drawn.
CHAPTER. II
GROWING INTEREST IN PATIENT EDUCATION
The concern for informing the patient about his health problem
has been gaining emphasis in recent years. The population in the
United States is aging; every year there are increasing numbers of
People in the older age groups tend to have more chronicolder people.
Many of these patients with chronic diseases are being careddiseases.
for by their physicians on an outpatient basis. These patients will
be able to better cooperate with the physician if they are given
adequate information, hence there is increasing need for thorough
teaching of patients in the outpatient department.
Another trend seen today in medical practice is for the
physician to continue his education until he becomes a specialist.
Many patients today are being treated by specialists whose main concern
There are fewer patients today whois with one system of the body.
have a family physician to care for their ills, whose physician 
understands everything about them, including family background as well
Thus, a patient being treated in the outpatientas medical history.
department today needs to be completely informed because he often has
no close family physician to whom he can feel free to turn if problems
should arise.
In 1954 Luclle Petry Leone recognised this trend when she aptly 
stated "for informed meeting of the doctor's and nurses* therapeutic 
expectation, the patient is given more information than he was given
7
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h! Formerly the patient was content to trust thein years gone by.
physician and be satisfied with his treatment without explanation.
today many patients wish detailed explanations of what is causing their
disease and how the treatment will help them, because they have
somewhat informed themselves by reading health columns in newspapers
and popular journals. The task of interpreting medical facts to
patients comes within the scope of the activities of all the members
of the medical team as they meet the patient in varied situations.
I. PERSONNEL WHO TEACH
The Nurse and Student of Nursing
uii>iiiiowMHm>i)niiw^Mptwimmi) »)nii.mi mMin<.i**>nniiii <wMwiWi<iwipM<miWM*wi<*iw*w>i<iiw»>wnMii*i*i>ii i ■ I**.... .
In nursing literature there is agreement that the nurse has a
responsibility to teach patients. Statements that clearly indicate 
this thinking are the following: In Brown’s report on nursing she 
points to the ideally educated nurse as having a ^preparation in the
art of teaching health to persons, whether sick or well and whether
m2 Ackerman Indicates “whatever her specialindividually or in groups.
She may never teach arole, a nurse is, to some degree, an educator.
class, but she will be called upon daily to share her knowledge with
Skinner not only emphasizes thatpatients, friends, and relatives.
there is nothing new in the nurse being a teacher of patients, but
^Lucile Petry Leone, “Design for Nursing,'* American Journal of 
Nursing. 54:731, June, 1954.
2Esther Lucile Brown, Nursing for the Future. New York:
Sage Foundation, 1948, p. 139.
^Lois R. Ackerman, “Help from the Health Educator,” Nursing 
Outlook. 7:218, April, 1959.
Russell
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she says "her role as a teacher is gradually assuming greater importance. 
Many organised plans for teaching patients finds the nurse
sharing in the responsibility with other members of the medical team.
In such areas as rehabilitating the tuberculosis patient, these programs 
have been reported on by Wandeit, Kreasier, and Daniels and Taglaibue.^*6*?
In some areas of industrial health the graduate nurse has assumed the
outlinedtotal responsibility for health teaching as in the progr. 
by Alexander and Decgan.^’^
For some years in the education of nursing students the 
development of skills in teaching patients has been included. Cross
writing in 1942 shows how her students' experiences in teaching groups 
in public health can be carried over into hospital nursing. She
gives examples of items discussed with various patients by students 
of nursing. Johnson reports on a project developed in their hospital
^Geraldine Skinner, Evelyn Bat , and Kathleen Nichols, "To 
Nurse Is to Teach," American Journal of Nursing. SB:92, January, 1958.
%abel A. W&ndalt, "How Should We Teach the Tuberculosis 
Patient?" Nursing Outlook. 3:444-447, August, 1955.
^Alta Kressler, "Teaching Patients with Tuberculosis,"
American Journal of Nursing. 59:1116-1118, August, 1959.
^Virginia Daniels, and Alma Tagllabue, "An Educational Program 
for the Tuberculosis Patient," American Journal of Nursing. 54:1503- 
1505, December, 1954.
^Minerva Alexander, "A Clinic with a Difference," American 
Journal of Nursing. 58:94-95, January, 1958.
^Mary G. Decgan, "The Industrial Nurse Teaches health," American 
Journal of Nursing. 58:537-540, April, 1958.
Janet Cross, "Health Teaching in the Hospital," American 
Journal of Nursing. 42:686-688, June, 1942.
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ttfhich was an outgrowth of students* interest in teaching patients how
to care for their colostomies.^^
12modern textbooks.
This same philosophy is exhibited in
• . • It is the nurse who* in her thoughtful discussions 
with the patient, can best clarify these pronouncements and 
lend them appropriate emphasis. Her advice regarding matters 
of general health and hygiene, as well as the problems of 
immediate concern, if communicated skillfully and patiently, 
will make lasting impressions on the patient and secure his 
complete cooperation.^
Of more interest to this study is the emphasis given the 
students* work of teaching patients in the outpatient department.
Lennon indicates a desire for students to develop an awareness of patient
teaching possibilities in the various clinics, "To educate the patient
as to the nature of the disease. . .and to develop in the student an
appreciation of her responsibility in teaching patients how to carry
»i!4out preventive measures are examples of the objectives stated.
More recently Sholtis and Bragdon have stated a similar objective ”to
adapt the teaching of the patient and hie family to their specific
ui5health needs as a part of the students* education. These objectives
have found a practical application as Shafer and Tschida state the
i^Jean E, Johnson, "Students Teach Their Patients,” liursing 
Outlook, 2:319, June, 1954.
^Kathleen Mewton Shafer, et. al., Medical-Surgical Hursimu 
Second edition, St. Louis: The C. V. Meshy Company, 1961, p. 8,
13̂Charles Phillips Emerson, and Jane Sherburn Bragdon, Essentials 
of Medicine. Eighteenth edition, Philadelphia: J. B. Lippincott 
Company, 1959, p. 6.
•^Mary Isadora Lennon, Teaching in the Outpatient Department, 
hew fork: G. P. Putnam’s Sons, 1954, p. ft#
15Lillian A. Sholtis, and Jeane Sherburn Bragdon, The Art of 
Clinical Instruction. Philadelphia: J. B. Lippincott Company, 1961, 
p. 132.
u
details of their plaa to give senior students an experience in patient 
teaching within a group discussion setting.^
There is over-all agreement found in nursing literature to 
indicate that the nurse has a responsibility to teach patients and to 
assist future nurses, the nursing students, to develop this skill 
whether in the hospital, health department, outpatient department 
or in industrial nursing. These findings are well stated by Fisher
who lists as a prominent feature of the outpatient department 
teaching of patients.^ Windemuth says, “It may not be too far afield 
to say that nursing care is teaching in the outpatient department.”*®
The nurse reads in her journals that she is to teach, she has
been taught how to teach, but does she teach? The paradox of this
situation appears in two recently reported investigations centered in 
the outpatient department. Malone, Berkowitz and Klein, in gaining
responses to cartoons concerned with situations in the outpatient
department from ninety nurses who worked there, found only two of the 
90 nurses anticipated that they would be expected to teach patients; 
only eight indicated there was a need for more teaching in the outpatient 
The nurse “is exhorted to teach patients, but she findsdepartment.
that, by their behavior, neither the physician nor the supervisor
expects or encourages her to do so. With the present organization
IbKathleen Shafer, and Ethel K. Tschida, “Outpatient department 
Experiences for Students,“ Mursina Outlook. 5:546, September, 1957.
^Mercedes M. Fisher, “Outpatient Departments Have a Long Way 
to Go,” American Journal of Nursing. 61:56, January, 1961,
Audrey Windemuth. The Nurse and the Outpatient Department. 
Mew York: The Macmillan Company, 1957, p. 85.
19i*ary Malone, Merman H. Berkowitz, and Malcolm W. Klein,
18
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in meny outpatient departments it is pointed out that it is humanly 
impossible for her to do so because a nurse "cannot teach every patient, 
assist three to eight doctors, and administer the clinic all at the
i»20same time.
In her interviews with forty patients from the University of 
California outpatient department, Kaplan asked patients if adequate 
explanations were given them. In their replies the patients always 
referred to the physician as the source of information but never the
Although all patients gave positive responses concerning their 
relationships to nurses, they did not think it one of her duties to 
explain medical facts to
nurse.
This seems to indicate that nurses
were not greatly Involved in teaching patients.
Hie Physician and Medical Student
Physicians in various responsibilities have felt that teaching 
the patient about his problem is important. It is clearly established 
by Gregg in his article by saying, "education of patients regarding 
medical problems is one of the duties of the physician. **22 The same
concern for putting this principle across to medical students is
voiced by Brant when he speaks of the comprehensive care for the
Interpersonal Conflict in the Outpatient Department," American Journal 
of hursinjs. 62:112, March, 1962.
^Malone, loc. cit.
2lAnne Greek Kaplan, "An Analysis of the Reasons for Broken 
Appointments in a Hospital Medical Outpatient Clinic,” Unpublished 
Master's thesis. University of California, Los Angeles, 1959, p. 70.
2^John B. Gregg, "Visual Education in the Physician's Office,” 
Journal of the American Medical Association. 164:1215, July 13, 1957.
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patient as a total person. He and Kutner conducted interviews in
their teaching hospital to see if this concept was being implemented
by students and physicians in their university teaching hospital.
Overlapping In Teaching
If the nurse* the doctor* the medical student, and the student
of nursing are going to interpret medical information to the patient.
the question arises, who should tell what. In the medical literature
there seems to be a conflict of opinion as to the areas to be covered
by the different medical personnel.
Areas specifically pointed out for nurses mid students of
nursing are the giving of home care instructions, which might include
«24‘'interpretation of the doctor*s orders. making referrals, and giving
instructions and demonstrations on procedures to be carried out at
they may also give explanations ’’related to the patient'shome.
,,25physical condition and of the expected activities surrounding taking
diagnostic tests and treatments.
Although nurses may prepare patients for tests, some feel that
*it is not the nurse's prerogative to interpret the meaning or usefulness
«26of the tests in reference to diagnosis. Prognosis amd diagnosis
^Charles J. Brant, and Bernard Kutner, ‘Physician-Patient 
Eolations in a Teaching Hospital,** Journal of Medical Education,
32:703, October, 1957, ~ —— -
24Joan Stock, "Health leaching in Hospitals,** Canadian Horse, 
47:424, June, 1951.
25Ibld,. p. 423.
2‘?Bernadette Armiger, "Ethics in Horsing Eeaponsibility," Should 
the Patient Enow the Truth? Mew York: Springer Publishing Company, 
Inc., 1955, p. 122,
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and the explanations of these are thought by mme to be the exclusive
right of the doctor or medical student; however, Ernstene would give
the physician a much larger responsibility. He would Include explana­
tions on ‘‘the nature of (the medical) problems, the mechanism and
significance of his symptoms, and the course the illness may be expected 
to follow.
Brant and associates after their investigation outlined ten
23specific areas of health teaching for the surgical patient. their
opinion was that these areas were to be covered, by staff physicians.
medical students, and other doctors contacting the patient. From these
writings it would seem that there is overlapping of interests in teaching
the patient, 'this might indicate that where there are different
organizational plans, different responsibilities will be delegated to
different groups of medical personnel. Inherent in this is also the
danger that aspects of health teaching may be omitted for the patient
unless all understand the work of the others.
II. RESEARCH RELAXED TO PATIENT TEACHING
A .number of recent research projects have centered about the
problem of information given to patients, A number of these were
conducted at Mew York Hospital by investigators from the Cornell
Medical Center. Seligmana and associates developed a questionnaire
to discover the level of knowledge of clinic patients related to the
27 Ernstene, loc. clt.
2^Charles S. Brant, Herbert Volk, and Bernard Kutner, Psycho­
logical Preparation for Surgery,*’ Public Health Reports. 73:1001-1007, 
November, 1953.
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29ten most common diseases. this they felt could be a base line for
teaching the patient# Their findings indicate that the patients knew
only 55 per cent of the thirty-sis; questions asked about the disease#
Hairing more than one of the diseases did not increase their knowledge#
The next step was to see if the physicians working in this
outpatient department thought the patient should know the questions
asked him, and how much the physician expected that the patient would
know# ffEighty-one per cent of all doctors had. an over-all tendency to 
underestimate patients* knowledge,*’30 The doctors agreed the patient 
should know only 02 per cent of the information in the questionnaire#
leader, heading another section of the research project, reports
on the findings from interviewing mew clinic patients concerning what
they liked or disliked in. a doctor and what they expected from & 
clinic visit# ^ An interesting discovery was that '"patients seemed
to have a need for explanations of their condition by the physician
who cared for them and yet made no particular effort to obtain this
»32information by direct questioning.
How much time does an internist spend telling his patients
about preventive health measures was the question of research by
^Arthur W. Seligmann, Hava lileen McGrath, and Lois Pratt,
"The Level of Medical Information among Clinic Patients,’' Journal of 
Chronic Piseases# 6:497-509, Movember, 1957.
3°Lois Pratt, Arthur Seligmann, and George leader, "Physicians* 
Views on the Level of Medical Information among Patients," American 
Journal of Public Health, 47:1280, October, 1957#
3lGeorge G. leader, Lois Pratt, and. Margaret C# Mudd, fiHhat 




doctors Bowling and Shafcow.33 the group of sixty*0even internists and 
twelve general practitioners who participated Indicated they spent 26 per
cent of their time in health education of a preventive nature and 19
per cent in instruction concerning the patient's illness.
m, PATIEST3 mo LISTEN
The interest in teaching health by individuals from the medical
sciences seems to be paralleled by the interest of the general public
who are potential patients* In a recent survey it was found that 3? 
per cent of the people questioned ’‘reported that they read all the 
health news they could find.^34 Medical news ranked third in the ten
categories given, showing a larger reading public than sports, comics.
and crime.
The few patients who have written concerning their experiences
in the hospital f«ei they have not received the information about their
health problem that would have given them assurance and understanding.
Jones states emphatically, 'Your enquiries into the reason for certain
procedures, or the type of medication you are ordered to take, are
« 35treated coldly. She felt intelligent people should be informed
about their condition so they could work as a team with the medical
group. Russell expresses much the same feeling. "There are many
other instances of needless mystery in hospital procedure®. • • .The
^Harry F. Dowling, and David Shakow, "Time Spent by Internists 
on Adult Health Education and Prevention Medicine," Journal of the 
American Medical Association. 149:628-631, June 14, 1962*
^Wallace F* Janssen, "Quakery and the News," Public Health 
Reports* 7:635, July, 1959.
35patricia Jones, "The Patient's Point of View," Canadian Nurse* 
48:795, October, 1952.
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patient takes his pill, and does not question. Sut he always wonders 
what he’s taking and what it's supposed to do for hiia. Can he not be 
told?’’36 '’Somehow the questions you have as a patient bring forth 
evasive answers or receive no answers at all’'3^ Larsen says of her 
experience as a patient, these patients who have expressed themselves 
indicate a desire for more information than they had received.
Is the clinic patient satisfied with the information he receives
in the outpatient department? the investigations centered in the 
outpatient department reported in the literature give only clues as 
to the patients* reactions on this topic, there is no research on 
this specific question. Kaplan, when analyzing reasons for broken 
appointments in a hospital medical outpatient department, discovered 
some clues as to the patient's feeling on this subject. When asked 
whether clinic personnel explained enough to them, 23 out of the 40 
patients interviewed said ”yesM, and 17 said ’’no.’* (,Xhe important 
things about which explanations were desired were the examination 
procedures, the laboratory findings, treatment, and medications.m3® 
Patients expressed dissatisfaction with doctors who were abrupt in
As mentioned previously.answering their questions or gave no answers.
Reader and associates found patients feeling a need for explanations 
concerning their illness, but not expecting doctors to meet this need.3^
^Robert B. Russell, ’’View from the Pillow,1* American Journal of 
Cursing. 61:90, December, 1961.
37Virginia L. Larsen, ”What Hospitalization Means to Patients,” 
American Journal of Nursing. 61:44-47, May, 1961.
38&aplan, op. cit
^Reader, Pratt, and Mudd, 0£. cit
p . 37 •• *
p. 94.• t
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Mother means of identifying patient interest in health knowledge came 
by checking on the number of health pamphlets asked for by patients of 
nurses in clinic waiting rooms, 
interest in a variety of health topics.^
there was ample evidence of patient1®
Sven though the patient may express a desire to learn, there
are other factors which would prevent his effective use of the facts
and information he hears while at the clinic, five important factors 
related to patient learning are discussed by Skinner and herryberry.
There must be a motivation within the individual and he must take an
The patient’s background, past and present.active part in his learning.
and the attitudes of his own group will cause him to select only certain 
information from what he hears, sees, and feels. Finally, he will act 
only when he sees that these actions are a part of his individual
goals. Speaking In a more general vein, these authors recognized that
many symptoms that brought people to an outpatient department were
*41life crises and at these times "barriers to learning are lowered.
If, however, this crisis became too great a threat to personal security.
it could produce anxiety which would interfere with learning. Cassady
and Altrocchi were in agreement with these findings about anxiety as
42related to pre-surgical patients in their investigation. M moderate
degree of anticipatory fear could best be alleviated by complete
^Schwartz, Doris, "Health Promotional Literature for Clinic 
Patients," American Journal of Public Health. 43:1318-1323, October, 
1953.
^Hary Lou Skinner, and Mayhew Derryberry, "Health Education 
for Outpatients," Public Health Reports. 69:1107-1114, November, 1954.
June &, Cassady, and John Altrocchi, "Patients’ Concern about 
Surgery," Nursing Research. 9:219-221, Fall, 1960.
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information, whereas extremely high or low degrees of fear had to be
dealt with differently. Windermuth, after discussing many of the above
factors related to patient learning, says, “the evident fact that the
patient has made the effort to come to the clinic indicates that he
has a need—biological, psychological, or social*•which he consciously 
or unconsciously wishes to have satisfied.This need may be
partially satisfied with information given by the nurse if she is alert
to her opportunity.
Another investigator was interested in finding out if patients
understood the words used In giving them medical advice. Collins
worked out a list of twenty words commonly used by dietitians, doctors, 
and nurses in prenatal clinics.^ She interviewed a hundred patients
to find their understanding of these words. Most patients understood
fourteen of the twenty words, but six words gave them special problems.
This indicates the careEighty per cent missed the meaning of these.
needed in choosing simple words in health education and the necessity 
of knowing the patient's background.
IV. SUMMARY
From a review of the literature related to patient teaching in
the outpatient department, it was found that in theory patient teaching 
was considered a major responsibility of nurses and students of nursing. 
In actual practice nurses in outpatient department clinics were doing 
very little teaching, but were usually engaged in administrative
^Windemuth, op. cit., p. 106.
44Gretchen E. Collins, "Do We Really Advise the Patient?" Journal 
of the Florida Medical Association. 42:111-115, August, 1955.
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activities# A few physicians have written astpreasing a conviction that
physicians are responsible for adequately informing their patients, in
one large university hospital an investigation was done to sea what
physicians felt patients should know concerning ten common diseases#
the physicians thought the patients should know only 82 per cent of 
the information, but they had a tendency to underestimate the patients *
level of information. Other physicians found in a survey that consid­
erable amount of time is spent by the internist doing health teaching
and informing the patient about his disease.
Patients exhibited dissatisfactions when they were not given
information they desired concerning their disease condition in the
setting of both the hospital and outpatient department. Investigation
showed patients do not ask questions because they felt they would not
be given answers by their physicians, the potential patient (the 
general reading public) is spending much time reading medical news in
newspaper columns and other periodicals.
It was found that the need for medical assistance that brings
Elsthe patient to the clinic is an Indication of learning readiness.
action of coming to the clinic reveals internal motivation to secure
information about his health problem.
CHAPTER III
METHOD OP GATHERING DATA
The method of study chosen was the descriptive survey which, as 
Hillwey states, "attempts usually to describe a condition or to learn 
the status of something and, whenever possible, to draw valid general 
conclusions from the facts discovered.*** The technique of research
was observation with the use of a work sheet.
I. SETTING PGR THE STUDY
The general medicine clinic of the outpatient department was
selected for this investigation because it se d typical of many of 
the clinics in organization, the patients had varied diagnoses, and
a sufficient quantity of patients were in attendance to give the number
needed in a sample for this study. This part*pay clinic was attached
to a large urban private hospital whose clinical facilities were used
by the school of medicine and the school of nursing in a private
university.
Admittance of Patients
The outpatient department is organized to give medical assistance
to ambulatory patients with health problems within a certain financial
eligibility range. Assignment of the patient to any one of the many
The basisclinics was determined by the doctors in admitting clinic.
iTyrus Hillway, Introduction to Research. Boston: Houghton 
Mifflin Company, 1956, p. 175.
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of eligibility depended upon the urgency of the medical problem and 
its degree of teaching value.
After being accepted in the admitting clinic, the applicant 
was sent to register as a clinic patient. At this time someone In the 
business office of the clinic evaluated their ability to pay for 
medical care. Evaluation was ide on the basis of their income, 
financial liabilities, number of dependents, and previous medical 
expenditures to determine what percentage of their care at the clinic 
they would be expected to pay. All patients in the clinic were on
a part*pay basis.
With registration complete the patient was now ready for an
appointment to a specific clinic. Patients who were assigned to
general medicine clinic would usually have a tentative diagnosis that
would ordinarily be treated by an internal medicine specialist.
g.l.Ctlna the 8«w»U
The number of patients in this study was set at fifty because 
it was thought this would provide a large enough sample to provide data
tion patients were receiving from various clinicconcerning the infoi
personnel in general medicine clinic.
Return patients rather than new patients were observed for two
reasons, the first reason being the desirability of including diagnosis
as one of the aspects of the health problem. Often new patients in
this clinic could not be told their diagnosis. On these first visits 
physicians often could not confirm a diagnosis because diagnostic
tests were in process and test results were not yet recorded. To
include the aspect of diagnosis, which was important health knowledge
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to patients* it seemed better to observe return patients.2 
found that within the time limits of the investigation it would not be
It was also
possible to include new patients. It took approximately four to five
hours to observe one new patient and only thirty to forty-five minutes
to observe a return patient.
Because of the organization of the clinic* the patients observed
Ail names of medical studentswere selected in the following maimer.
who were seeing patients for that day were put on slips of paper and the
The patients being seen bynames shaken up in a box and one chosen.
this student were then observed for that clinic period. This procedure
facilitated observing from one to four patients in a morning. Bach
senior medical student saw a different group of patients, thus a
different group of patients were chosen by lot to be observed each
clinic period.
II. DEVELOPMENT OF THE WORK SHEET
To facilitate observations in the clinic a work sheet was
developed for use in gathering data.* The general categories of 
information that were included in the data were; (i) information
about the nature of the illness, (2) explanations about new tests.
(3) interpretations of test results* (4) information on drugs.
(5) information on diet therapy, (6) information on home treatments.
(7) diagnosis, and (8) prognosis.
^Lois Pratt, Arthur Seiigmann, and George Reader, "Physician’s 
Views on the Level of Medical Information among Patients," American 
Journal of Public Health. 47:1282, October, 1957.
*See Appendix A.
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From a review of available literature it was found that these
aspects of health knowledge were all mentioned as areas of legitimate 
importance for patients. Gregg, Reader, and Gay all mention the need 
for the patient to have na detailed and intelligent explanation of 
his medical problem0 given him by his physician. 3»^#5,6 vindesmith
includes this type of information as a part of the teaching function
of the nurse in the outpatient department, as does Burton for the work 
of the nurse in the hospital.^
Equally important for the patients * understanding, says Streeter,
is information about "diagnostic examinations and therapeutic treat-
Skinner agrees with her that this information can be supplied 
10by the nurse.
merits.
Although the nurse may not be the first to explain 
test findings, she can reinforce the instructions and interpretations 
of the physician.
3John B. Gregg, "Visual Education in the Physician’s Office," 
Journal of the American Medical Association. 164:1213, July 13, 1957.
^George G. Reader, Lois Pratt, and Margaret C. Mudd, "What Patients 
Expect from Their Doctors," Modern Hospital. 89:88, 90, July, 1957.
5James R# Gay, "Education and Instruction of Patients in Private 
Practice," Journal of the American Medical Association. 167:1618,
July, 1958.
Ihld.
7Audrey Wlndexauth, The Morse and the Outpatient Department. New 
York: The Macmillan Company, 1957, p. 85.
8John Burton, "Health Education and the Nurse," International 
Nursing Review. 1:16, October, 1955.
^Virginia Streeter, "The Nurse's Responsibility for Teaching 
Patients," American Journal of Nursing. 53:818, July, 1953.
10Mary Lou Skinner, and Msyhew Derryberry, "Health Education for 
Outpatients," Public Health Reports. 69:1110, November, 1954.
^Windemuth, op. cit., p. 116.
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Perhaps the most delicate and difficult of explanations comes 
in the realm of diagnosis and prognosis, especially if malignancies
°It is generally agreed that the person to share diagnosis 
and prognosis with the patient is the doctor, and that it is within 
his discretion to decide how much the patient should be told.***2 
Under these circumstances ‘the nurse must accept and help the patient 
understand whatever explanation the physician has given.1'^ There 
also seems to be general agreement that physicians owe the patient an 
explanation of the probable consequences of his disease condition.
are found.
Instruction related to health maintenance and rehabilitation were
omitted because of the limited scope of this study.
These eight aspects of information were incorporated into a
work sheet for use in making the observations. It was tested by use
in observing five patients making visits to general medicine clinic.
Revisions were made and the revised work sheet was then used for
gathering data on the fifty patients included in this study.
^Samuel standard, and Nathan Helmuth, Should the Patient Know 
the Truth? Chapter II, ’The Magnificence of Understanding," by Use 
S. ¥olff. New York: Springer Publishing Company, Inc., 1955, p. 29.
•^Samuel Standard, and Nathan Helmuth, Should the Patient Know 
the Truth? Chapter XVI, "Sympathy and Objectivity in Balance,” by 
Eloise R. Lewis, and E. R. Sump, New York: Springer Publishing 
Company, Inc., 1955, p. 118.
^Irnstene, o£. cit., p. 1112.
*%rant, 0£. cit.. ?. 1006.
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III. OBSERVAXIONS OF COmifNICAXIOHS
Observations with the use of a work sheet was the technique
used to conduct this survey* All observations on the fifty patients
were done by one graduate nurse observer.
Before collection of data begant permission for observation in
the clinic was obtained by an interview and letter to the hospital 
administrator.* Re in turn relayed the request to the physicians in
charge of the medicine clinic, who gave their permission. The
observer had discussed the possibility of doing a study in the clinic
with the nurses before the study began, but no formal explanations 
were given as to the nature of the study as the observations were
begun.
ide by following the patient as he was 
called by the senior medical student to the examining room, then
The observations were
staying with the patient at all times that he was in the presence
of clinic personnel. After the medical student interviewed the patient
and made necessary examination, he left the room to care for other
patients until specialists and residents were available for consultation.
The patient was observed again when the consultant and medical student
saw the patient to finalise on his continued therapy. The patient
was then followed as he made his return appointment at the appointment
desk, where he saw the nurse or desk clerk and left the clinic. The
observation ended at this point.
The observer found if was usually unnecessary to explain her
presence to senior medical students except to say she wished to
*See Appendix B.
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follow patients with him that day in order to gather data for writing 
a master*s thesis. Most seniors took pains to explain details of the
diagnosis to the observer feeling this was her primary interest, 
seemed clear to the observer that they were unaware of the real 
nature of the investigation and therefore they were not Influenced to 
increase the quantity or quality of information given to patients.
Three seniors and two specialists asked concerning the topic of the 
study and were told the investigator was listening to questions patients 
asked while in the clinic.
It
This brief statement seemed to be a
satisfactory answer. Three of these inquiries were made after the
observations were completed and only two came previous to the
observation.
The observer was dressed in the regular uniform of the graduate
nurse and was introduced by the senior medical student at the time
he introduced himself to the patient. Sense added such a remark as
f,she is one of our nurses in the clinic” or ’’she will be with us
today." The observer carried a check sheet in a journal and usually
sat behind the medical student and took notes as he made notes on the
patient's chart. The medical student and the patient were usually
closer to each other than the nurse and this kept the nurse from being
involved in the conversation. Non*involvement of the nurse was
enhanced by the nurse's keeping her eyes lowered to the check sheet
for note taking if the patient wished to include her in the conversation.
However, note taking was not done in the presence of the
consultants after it was noted once that the consultants exhibited
signs of uneasiness from this procedure. Since the consultant was
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in the room usually only three to five minutes, notes were mace
immediately after leaving their presence*
Beginning on August 28, 1961, observations were made in general
medicine clinic on Monday, Tuesday, and Thursday of that week, three
days of the next week, and on Fridays of the months of October,
Observations were concluded in 1962 on fourNovember, and December.
Fridays in January and three in February until a total of 50 patients
were observed*
IV. SUMMARY
The descriptive survey was the method chosen for this study
that had its setting in the general medicine clinic of an urban part-
Observations with the use of a work sheetpay outpatient department.
was the technique of research. One graduate nurse conducted all
fifty of the observations as a non-participant observer.
From a review of literature it was found that certain areas
of information were consistently mentioned as subjects to be discussed
Among these were information on the causes ofwith the patient.
illness, a statement of prognosis and diagnosis, and details related
These subjects were included in ato test findings and treatments, 
work sheet that was tested in observing five clinic patients, revised
and used for gathering data on the fifty patients included in this
study.
CHAPTER IV
FINDINGS, ANALYSIS» ABD INTERPRETATION OF DATA
Fifty patients were observed in the general medicine clinic of 
an urban part-pay outpatient department during the times they were in 
the presence of clinic personnel to find out what they were learning 
about their health problems and who communicated this to them. These
patients showed varied and interesting backgrounds.
The age range of the patients included ages 17 through 82 with
an average age for the group of 54. The patients according to their
ages could be further grouped in this way.* 
Age Bracket Number of Patients




Thirty-four ©f the patients were women and sixteen were men.
Half the patients were of Caucasian descent* eighteen were Negroes * 
six were from Spanish-American ancestry* and one was of Oriental
background.
A study of the socio-economic background of the patients disclosed
that very few were employed outside the home. Six of the patients
worked as janitors or ’'domestics,” ten others worked in factories or
as day laborers, and one man owned a small business. Seventeen
classified themselves as housewives. Eight were retired or receiving
compensations of different kinds, six were unemployed, and two were
dependents within a family group.
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Thirty-seven patients were born in the United States, 
remainder were bom outside the United States; five in Mexico, two in 
Poland, and one each in the countries of Ecuador, Gnat*
Italy, Sweden, and China.
Twelve patients were being treated for hypertension, seven for 




post-myocardial infarcts, two for duodenal ulcers, and two for
coronary insufficiency, and each of the others had a different
diagnosis.'* Since these patients were in the older age bracket, they 
tended to have more than one diagnosis, only a third had a single
diagnosis; however, the diagnosis used In describing these patients 
was the condition for which the patient was receiving care during the
current visit.
Observations were made of these fifty patients making return
visits to the general medicine clinic of an urban part-pay outpatient
department. These observations were made for the purpose of discovering 
what information was communicated verbally to patients about their 
health problems by the various personnel of the clinic. These 
communications were divided into eight aspects of health knowledge:
(1) nature of Illness, (2) new tests, (3) test results, (4) medicines, 
(5) diet, (6) home treatments, (7) diagnosis, and (8) prognosis. These
factors were found from a review of the literature to be topics medical
personnel believed were beneficial when interpreted to patients.
In order to evaluate whether the explanations were cursory or 
of a detailed nature, each aspect was graded arbitrarily by the
*See Appendix C.
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observer for increasing depth of explanation on a scale of 0, 1# 2> and 
3. An explanation on the 0 level indicated the patient received no 
information, but the maount and depth of information increased from 
levels 1 through 3* this scale for rating each of the eight aspects 
is explained in connection with analysis and interpretation in this 
chapter.*
The fifty patients were further divided into groups depending 
on the number of visits they had made to the clinic. They were grouped 
as those making visits 1-3, 4-9, and 10 or over. This was done to
see if patients making initial visits received more information than
patients making repeated visits to the clinic.
Analysis was also made as to who of the clinic personnel was
most involved in verbalizing health information to patients.
I. ANALYSIS AND INTERPRETATION OF INFORMATION GIVEN
Three aspects of health knowledge—^Nature of the Illness,1* 
"Prognosis,** and "Diagnosis’*—applied to ail fifty patients. Only 
twenty-four patients had new tests ordered for them the day they were
Only thirty-three of the patients had test results on theirobserved.
charts which could have been explained to them. Only seven patients
were not on drug therapy, so the category of "Medicines** applied to
forty-three of the patients.
Fourteen patients had a diagnosis which the physician felt would
Thus these were not candidates fornot usually call for diet therapy.
*See Appendix D.
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information in the area of diet. This left only thirty-six patients
who would have benefited by an explanation of their diet.
As a basis of computing the percentages of information verbalised
to patients, the total number of patients for which this category was
Using these totals, percentages were worked out 
for the quantity of information given to this sampling of patients 
on the four levels of explanation as given above.
pertinent was used.
nature of Illness
Fifty per cent of the return patients received no explanations
about the characteristics of their illness. Of the 50 per cent who
did receive explanations, 14 per cent received it on level 1, 30 per
cent on level 2, and 6 per cent on level 3 as shown in Table I.
TABLE I
FREQUENCY AND LEVEL OF EXPLANATION 
GIVEN TO CLINIC PATIENTS 
ON NATURE OF ILLNESS
Level of Explanation
0 1 2 3
X% X %T TT T
Nature of Illness (50) 7 3025 14 15 650 3
X - Total of patients 
( ) - Number of patients in category
The following guide was used in rating the level of information
for this aspect;
0—No item on the nature of the illness was discussed.
33
l**The causative agent was discussed.
2—The causative agent was discussed and related to a host
factor or environmental factor.
3—The cause of the disease was discussed with the patient and
was related to two of the following; a host factor, or
an environmental factor, whether physical, biological or
social.
An example of level 1 of explanation came as the senior medical
student told a lady that the discoloration she was experiencing on
her legs resulted from a poor ’blood return” to the heart. This left
'blood deposits out in the tissue” which caused discoloration.
A level 2 of explanation was given to cosmainications in which
a diabetic patient was told that diabetes means there Is too much 
sugar in the urine, and much more important than this, there is too 
much sugar in the blood. In some people the urine does show the 
true picture of the degree of diabetes but the blood sugar is a better 
guage. Level 2 gave the patient more Information and in greater detail.
More information or greater details would have been called for 
if the communications were to be classified on level 3, A specialist 
gave this level of information to a patient with ’black-out spells” 
when she explained how the causative agent could be the result of a 
’bead injury" or personal health habits, or "emotional strain," thus 
relating his problem to the causative agent plus a host and an
environmental factor.
Hew Tests
Of the twenty-four patients who were asked to have a test 
performed before returning to the clinic, all patients received
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explanations. Of this 100 per cent* 50 per cent were given on the 
1 level, 20.8 per cent on the 2 level, and 29 per cent on the 3 level.
This is shown in Table II.
The levels of information for new tests were described as
follows:
©••Patient was told a test is to be taken with no name given.
l-*The test name was given and the patient was told where to
go or how the test will be administered.
2»~Tbe test name was given and the patient was told where to
go, and given preliminary pre-test instructions, or told
the purpose of the test.
3--The test name was given and at least three things were
explained to the patient, where to go for the test.
preliminary instructions, and the purpose of the test.
Since these were return patients with previous testing experience.
it is interesting to note that all of them still received information.
but only 30 per cent were told the purpose of the test.
Test Results
Table It gives the percentages on test results. It shows 33.3
per cent of the thirty-three patients receiving no verbal communications
concerning test results on their charts. Of the two-thirds who did
have verbalised explanations, 39.7 were on the 1 level, 24.2 were on
the 2 level, and 3 per cent on the 3 level.
The following guide was used in rating the level of information
for test results:
0—ho explanation was given the patient of recorded test results.
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1—An explanation was given indicating that the test results
were normal or not normal.
2—The test results were explained as being normal or not
normal plus an explanation related to one additional
factor in level 3.
3»*The test results were explained to the patient as being
normal or not normal plus relating the results to two of 
the following factors: physiology, anatomy or chemistry 
of the disease problem.
TABLE U
FREQUENCY AND LEVEL OF EXPLANATION GIVEN 
CLINIC PATIENTS ON DIAGNOSTIC TESTS
Level of Explanation
0 l 2 3
T % 1 XXT T T
New Tests (24) 0 0 12 50 20.8 75 29
Test Results (33) 11 33.3 13 39.4 8 24.2 1 3
T - Total of patients 
( ) • Number of patients in category
Thirteen of thirty-three patients were told that the test
results revealed a normal or abnormal condition. Eight patients were
given additional details, i*e., ’"your blood sugar test shows too much
sugar, you must not be keeping on your diet,** or Myou are staying
around the same number on your blood thinning,*’ thus receiving a 
2 level explanation. One patient was given the maximum level of
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explanation when details of physiology and chemistry were related to 
specific findings on the test.
Medicines
the aspect of drug therapy was applicable to forty-three return 
Only one patient, or 2.2 per cent, received no explanation 
about the medicine they were taking as seen in table 1X1. 
patients received a 2 level explanation (31.2 per cent) than either a 
1 level with 27.9 per cent, or a 3 level with an 18.6 per cent. 
Information on how to take their medicines was given to twelve patients.
patients.
More
the 2 level which included communications on how to take their
medicines and either its expected results or side effects was the most
popular level of explanation, twenty-two patients were included here. 
Eight patients received more information and were given a level 3
explanation.
the following guide was used in rating the level of information
for medicines;
0—Medicines were not discussed.
1— Information was given on administration of the drug.
2— Information was given on any two of the it in level 3.
3—Information was given on administration of the drug, its
purpose, its side effects, or what to do if side effects
appear.
this larger number of patients receiving information on medicines
may have been because the physicians realized their patients were not
being supervised as they took their medicines at home, so more careful
However, this study could not proveexplanations were given them.
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this because it did not measure the reasons why medical personnel gave 
information to patients.
Diet
Diet communications were pertinent for thirty-seven of the
Ho explanations of a dietary naturepatients, as shown in Table III.
were given to 8.3 per cent of the patients, 
received explanations, 45.4 per cent were given information on level 1, 
24.3 per cent were given on level 2, and 21,6 per cent on level 3.
Of the 91.3 per cent who
The following guide was used in rating the level of information
for diets:
0—Diet was not discussed.
1—Patient was instructed either as to type of diet or items 
of food related to the patient*s health.
2—Patient was instructed as to type of diet or food item
that had an effect on his health and details were given
related to physiology or chemistry.
3--Patlent was sent with a diet referral for consultation with
a dietitian.
It was noted that most patients received information on diet.
but it was also noted that approximately half of the patients received
the information on the first level.
Home Treatment
Only nine of the patients were instructed to do certain home
The guide that was followed in rating the levels oftreatments.
information were as follows:
0—nothing was discussed with the patient on his home treatment.
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1*»-Xhe patient was told a certain treatment should be done at
home.
2—Two of the items in level 3 were discussed with the patient.
3—The patient was told a certain treatment should be carried
out at home, detailed information was given on how to do
this treatment, and its expected results or purpose was
explained.
TABLE III
FREQUENCY AND LEVEL OF EXPLANATION CIVEN TO 
CLINIC PATIENTS ON THERAPY
Level of Explanation
210 3
XX tt T X T
Medicines (43) 
Diet (37)
2.2 12 18.6l 27.9 22 51.2 8
8.3 17 24.3 21.63 45.4 9 8
Home Treatments (9) 00 2 22.2 2 22.2 55.55
T • Total of patients 
( ) • Number of patients in category
The types of treatments ordered and explained to patients which
were rated as level 3 were "haml exercises" for rheumatoid arthritic
hands, postural drainage for clearing the lungs in bronchiectasis, and
an activity program for Parkinsonian rigidity. Included in these
explanations were statements about the purpose of the treatment, how
it was to be done, and the name of the treatment. This maximum level
of explanation was given to 55.5 per cent of the patients in this
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category, as preseated ia fable III. Lewi 2 explaaatioas were given
to two patients, and two patients received a level l explanation.
It was in this category that patients received the highest -percentage
of explanations on level 3.
Diagnosis
In this sampling of return patients, shown on fable IV, 26 per
cent heard nothing about their diagnosis during the clinic visit when
they were observed* Sixtyfour per cent were told the name of their
health problem, which constituted a level l explanation. Eight per
cent received a 2 level explanation, and 2 per cent a level 3 expiana*
tioxi.
The following guide was used in rating the level of information
concerning diagnosis:
0-*llo specific name was given to the health problem of the
patient.
l-»The health problem of the patient was named.
2•-The health problem of the patient was given a name, and one
other explanation was given relating It to either physiology
or anatomy.
3—The health problem of the patient was given a name and related
to both factors in level 2.
Prognosis
In the category of prognosis, 32 per cent of the patients
received no Information, 42 pesr* cent? were: inform**! on level l, 18 per 
cent on level 2,
used in rating the levels of information xor- prognosis:
% * • * * • • • • " •
and 8 per cent‘on laevel*. *3. :The .’following guide was
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0~-Prognoais was not discussed,
l—The patient was told he was making progress toward recovery, 
or he was not doing well.
2•-The patient was told the expected course of his disease
and some other detail of residual effects, or duration of
the disease.
3*•The patient was informed on all items in level 2.
TABLE IV
FREQUENCY AND LEVEL OF EXPLANATION GIVEN TO 
CLINIC PATIENTS ON DIAGNOSIS AND PROGNOSIS
Level of Explanation
1 20 3
% % X%f T T T
Diagnosis (SO) 13 26 6432 4 S 21
Prognosis (SO) 3216 21 IS42 9 4 S
T • Total of patients 
( ) • Number of patients in category
Nhen considering all eight categories, there seemed to be a lack 
of information or explanation in the categories of “Nature of Illness,11 
"Test Results," and "Diagnosis" and "Prognosis." It is possible that 
the low percentage of patients being informed about "Nature of Illness," 
"Diagnosis," and "Prognosis" might be a result of the medical student 
finding in his Interview with the patient a degree of understanding 
already present. Medical personnel may have been conscious of the 
number of previous visits the patient had made and therefore have
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consciously given less information feeling the patient was already
informed• The data from this study could not measure this factor.
Another factor that may have been present is the difficulty experienced
by doctors in verbalizing health information on a level understandable
1to the patient, so they may have elected to give less information.
There may also be a feeling by some doctors that patients do not need
extensive explanation and that only a very minimum is essential.
II. STATISTICAL AHALYSIS ABB INTERPRETATION OF
THE LEVELS OF EXPLANATION
The eight aspects of the patients* health problems were divided
into four levels: 0, no explanationsj 1, a small amount of explanation
with increasing amounts on the 2 and 3 levels. Were the frequencies
with which explanations were given on level l# as compared to the
combined 2 and 3 levels, significant, or was it due to chancel To
find the answer to this question, the chi-square was used to compare
information given on level 1 with that given on level 2 and 3 combined.
This statistical analysis would have told whether there was significance
in the number of cursory explanations as compared to those of greater
depth.
Because of the small number of frequencies in the category of
nHome Treatments,’* it was necessary to omit it from the calculations. 
’’New Tests'1 and ”Diets' would show no significance because there was
an exact number of frequencies 12 and 12, and 17 and 17 on level 1, as
(See Table V.)compared to the combined levels of 2 and 3.
llois Pratt, Arthur Seligmann, and George Reader, "Physicians* 
Views on the Level of Medical Information among Patients,” American 
Journal of Public Health. 47:1281, October, 1957.
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TABLE V
CHI SQUARES FOR SIGNIFICANCE ON LEVEL 1 EXPLANATIONS AS 
COMPARED TO LEVELS 2 TO 3
2 Frequency of Explanation
Level l Levels 2-3
Significance 
X st 5 per centCategories








In the area of explanations on the ’Nature of Illness,” it was
found there was a significance at the 5 per cent level that it was
probably not due to chance that there were more explanations on the
This same trend was observeddetailed levels than on the cursory level.
In regard to “Medicines** where a significance at the 5 per cent level
was found, indicating the larger number of explanations on the detailed
levels was probably not due to chance.
In the category of "Diagnosis” there was a significant trend 
at the 5 per cent level for explanations to be given at the 1 level
as compared to levels 2 and 3 combined. It was probably not due to 
chance that information was verbalized more frequently on level 1.
The frequency with which explanations were given on “hew Test%H 
“Test Resultsfn “Met,” and “Prognosis” was probably due to chance, 
as no significance was revealed.
There is a probability that in all categories with a larger 
sample these degrees of significance would change. This is especially 
true where smaller frequencies were reported, as in the cases of 
‘Nature of Illness,” “Test Results,” and “Diagnosis.”
III. STATISTICAL COMPARISON BETWEEN INITIAL AND
LATER VISITS AS IT AFFECTED INFORMATION
GIVEN TO RETURN PATIENTS
One factor that had a possibility of affecting depth of 
information verbalised to patients was the number of visits they had
previously made to the clinic. It is conceivable that patients
making their first to third visits might have more explanations given 
them as compared to patients making their fourth to ninth return visits.
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or tenth and later visits. The patients were divided into Groups l.
XX and XXX according to whether they were making their first to third
visit to the ellnlcf their fourth to ninth vlsitf or tenth or more
visit.
These groupings were arrived at arbitrarily to see if patients
making initial visits to the clinic received more information than
those making later visits. This grouping gave numbers large enough
for comparison by the use of chi-square, which is a statistical tool 
for comparing more than two groups In this grouping there were 21
patients in Group X, 16 in Group XX, and 13 in Group XIX. "Home
Treatments'* had to be omitted from this part of the analysis because
it still did not give large enough numbers in each group.
Using the as a statistical measure of difference, it was 
found there was a significant difference at the 5 per cent level in 
the category of Diagnosis.*’ 
which this type of information was verbalised to patients was probably
There was a significant trend to give more Informs-
The difference in the frequency with
not due to chance.
tlon to Group X who were making initial visits to the clinic than to
ide repeated visits.Group II and Group XXX who had
This same trend was noted in explanations on Nature of Illness,” 
with frequencies of explanation running 12, 9, and 4 for Groups X, XX, and 
XXX; and in ’’Medicines” with frequencies running 17, 14, and 11; and in
^Prognosis” with the frequencies running 15, 10, and 9 for the same 
groupings. These data are presented in Table VI. However, as was
^Huldah Bancroft, Introduction to Biostatiatics. New York: 
Harper and Brothers, 1959, p. 131•
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TABLE VX
COMPARISON OF FREQUENCY OF EXPLANATIONS ACCORDING 
TO NUMBER OF PATIENT VISITS TO CLINIC















previously noted these trends were not statistically significant.
In the categories of ‘'New Tests/* ‘Test Results/1 and "Diet/’ 
the frequencies that were observed on the different groups of patients 
were probably due to chance.
There is a probability that in ail categories with a larger
sample these degrees of significance would change.
IV. ANALYSIS OF THE MEDICAL PERSONNEL*S CONTRIBUTIONS
OF INFORMATION TO PATIENTS ABOUT
THEIR HEALTH PROBLEMS
A part of the Information desired from this study concerned
those of the clinic personnel who gave the information. It was also
interesting to note the possibility the patients had for learning
information from the various personnel. The analysis of this area 
of the data revealed that the patients had the greatest possibility
of verbal contact with the senior medical student and the desk clerk.
These contacts reached 100 per cent possibility for senior medical
students and 96 per cent possibility for the appointment clerk. The
next highest possibility was 74 per cent for the specialist in
internal medicine, and the resident with 26 per cent. The nurses had
the fewest opportunities for communication with patients. Only S per
cent of the patients c< in possible verbal contact with the nurse.
(See Figure 1.)
The fifty patients who had a 100 per cent possibility of hearing
explanations about their health probl received 100 per cent responses
from senior medical students. The explanations by other personnel
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residents, 12 per cent from desk clerks, and 4 per cant from nurses.
These findings were consistent with the approximate time spent
by senior medical students, specialists, residents, nurses and desk
clerks in contact with patients. Senior medical students spent
approximately a half hour or more time with each patient in examination
and interview, whereas the resident and specialist saw the patient
at the end of the clinic visit for a brief consultation* The nurse
and desk clerk had an even briefer period of time with the patient
as he made Ms return appointment before he left the clinic.
There was a total of 271 verbal communications given to the 
fifty patients by all clinic personnel, as presented in Table ¥11.
Of these 74*1 per cent were given by senior medical students, 14.3 
per cent by specialists, 8.4 per cent by residents, 2.2 per cent by 
the appointment clerk, and 0.7 per cent by the nurse. These findings
are in line with the percentages previously discussed in this section.
TABLE VII
FREQUENCY AND PERCENTAGE OF VERBAL COMMUNICATIONS WITH 
FIFTY PATIENTS BY VARIOUS PERSONNEL




T %%X % X %T TT
2 0.739 14.3 23 8.4 b 2.2201 74.1
T - Total communication
V. SUMMARY
An analysis and interpretation of the data gathered from observing 
fifty return patients in an outpatient department was made (1) to see
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what information was verbalized to them on eight aspects of their 
health problems* and (2) to further evaluate which of four depth levels 
of explanation—G* 1, 2, or 3—'was most frequently communicated to 
them. A comparison (3) was made by dividing the fifty patients into 
three group® according to whether they were making their first to third 
visit* fourth to ninth* or tenth and over visits to see If this
affected the information they received. Lastly, (4) the data were 
analysed to see who of the clinic personnel coming in contact with the
patient was most involved in communicating information to patients.
When the data on the information given to fifty return clinic
patients were analyzed, it was found that the eight aspects under
consideration did not equally apply to all patients, these differences
were taken into consideration when percentages were computed.
The data revealed the highest percentages given to patients
in areas of "hew Tests,” 100 per cent; "Medicines," 97.7 per cent;
"Diagnosis,” 74 per cent; and "Diet,” 91.3 per cent. Lower percentages 
were observed in communications on "Prognosis,” 68 per cent; "Test 
Results,” 66.6 per cent; and only 50 per cent on "Mature of Illness."
An analysis with chi-square for a significant difference in
explanations given on a 1 level, as compared to 2 and 3 levels combined.
indicated a probable significant trend toward giving a more detailed
explanation in the area of "Medicines," and "Mature of Illness.° A
probably significant trend toward the 1 level was noted in "Diagnosis,"
and all other categories showed no significance. The frequency of
communications in these other categories was probably due to chance.
The fifty patients were divided into groups depending on whether
they were making their first to third visit. Group I; fourth to ninth
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visit, Croup II; or ten or more visits. Group III. These three groups 
were compared with the use of the chi-square to see if there was a 
significant difference in the frequency with which information was
given to these three groups. The category of ”Diagnosis ! was the only 
one showing a probable significant difference. There was a trend
towards giving more information when patients were making initial
return visits than on later visits. However, since ail the frequencies
involved relatively small numbers a larger sampling might show
different findings.
As to who was most involved of the medical personnel in giving
information, the senior medical student came first. These students
communicated information to all fifty patients, the specialists to
36 per cent of the patients, the residents to 14 per cent, the desk
clerk to 12 per cent, and the nurse to 4 per cent. This was consistent
with the approximate time spent in verbal contact with the various
clinic personnel.
CHAPTER V
smmx, conclusions, asp reco^ndations
i. smmvi
The general reading public today takes considerable interest in 
medical knowledge pertaining to their personal health* Medical 
personnel seem to feel a certain responsibility to inform the patient
about his health problem. this stems from the treatment of increasing
numbers of patients with chronic diseases who can cooperate better
with medical personnel if they are well informed. Both outpatient
■department and hospital patients, who have expressed themselves, desire
to know about their illness, the reasons for tests ordered, and what
their treatments and medicines should do for them.
With this background of need and interest, it was the purpose
of this study to see what information concerning their health problems
was communicated to return patients in the general medicine clinic of
a part-pay urban outpatient department, and who of the clinic personnel
were involved in verbalising this information.
The method chosen for the study was the descriptive survey.
using the technique of observation with a check sheet. The eight
categories on the check sheet, (1) nature of illness, (2) new testa.
(3) test results, (4) medicines, (5) diet, (6) home treatment,
(7) diagnosis, and (8) prognosis, were decided upon after a review of
literature revealed that nurses and physicians felt this type of
information would be beneficial when explained to patients. Each
category of information was further broken down in four levels of
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explanation starting with 0 for no information and increasing in depth 
and detail with levels 1 through 3.
The data were analyzed (1) for the percentage and frequency of 
information being verbalized in the eight categories for the fifty 
patients, (2) for the significant difference between information given 
on level 1 explanations as compared to the combined levels of 2 and 3,
(3) for the significant difference in the amount of information given 
when comparing the patients divided into three groups according to 
whether they were making initial or return visits to the clinic,
(4) for the percentage of involvement In instruction by the various 
personnel of the clinic.
When the data on information verbalized to the fifty return
patients were analyzed to place it in different levels, it was found that 
all patients could not be Included in all eight categories. There were
twenty-four patients who could have benefited from information on new
tests ordered, and thirty-three on test results; forty-three from
therapy information on medicines, nine on home treatments, and thirty-
information on the nature of illness, diagnosis, andseven on diet.
prognosis was pertinent for all fifty patients.
The number of patients for which the information was pertinent
in each category was then used as a basis for computing the percentage
The differentof information given to patients in each category.
categories then showed 50 per cent of the patients receiving Information 
on "Nature of Illness,'4 100 per cent on ‘’New Tests," 66.6 per cent on 
"Test Results," 97.7 per cent on ’"Medicines," 91.3 per cent on ’Diet,” 
100 per cent on "home Treatments," 74 per cent on "Diagnosis,” and 
6$ per cent on "Prognosis.”
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After the data were analyzed. It was found that for the fifty 
patients seen, there appeared to be a lack of information or explanation 
in the categories of 'Nature of ^llne8S,,, ,*Teet Results,** and 
*’Diagnosisn and ^Prognosis." It is possible that the low percentage 
of patients hearing information about “Nature of Illness, 
and “Prognosis* might be a result of the medical student finding in his 
interview with the patient a degree of understanding already present. 
Medical personnel may have been conscious of the number of previous 
visits the patient had made and therefore have consciously given less 
information, feeling the patient was already informed. Another factor 
that may have been present is the difficulty experienced by doctors in 
verbalizing health information on a level understandable to the patient, 
so they may have elected to give less information.
<f nDiagnosis,**
In the area of “Test Results'* it would seem that there were
gaps in information on interpretation of test results. Thirty-three
and a third per cent of these patients had test result reports on their
charts, but no explanation was given.
It would se that patients were generally kept informed
concerning the areas “New Tests,** “Medicines,** “Diet,** and 'Home
Treatments.'* Patients received 100 per cent information on “New
Tests,1* and “Horae Treatments,** 97.7 per cent in “Medicines,” and 91.3 
per cent in “Diet." However, in the areas of “New Tests," "Diet," and 
“Home Treatments,“ there was not a significant number of these patients
who received information on the depth levels of explanation. It was
a matter of chance as to whether a patient received cursory or detailed
information. It would seem then that these patients, although receiving
some information, could have received it at a greater depth level.
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this was not true in the category of ’Medicines where a probable
significant nuiaber of patients received their information on the depth
This may have been due to the physicians* realizing theirlevels.
patients were not being supervised m they took their medicines at
home, so more careful explanations were given them.
In the area of "Diagnosis*1 there was found a significant
difference in the number of patients receiving information on the
cursory as compared to the depth level. &gain, this may have been due
to the medical personnel^ knowing the patient was making a return visit
and therefore assuming that the patient did not need the information.
It may also have been due to the small frequencies in this category.
A larger sample could possibly change the probable significance noted
Since complete objectivity of the observer could not be attained. 
It may have been due to subjective evaluations in gathering and class!*
here.
fying data.
The fifty patients were divided into groups according to the 
Group I**first to third return visits; Group II**number of visits:
There was afourth to ninth visits; and Group III**tenth and over.
trend for Group I to receive more information than Group XI, and 
Group II than Group III in the categories of "Nature of Illness," 
’^Medicines,” "Diagnosis" and "'Prognosis." However, only in regard to 
"Diagnosis” was there a probability that this was not due to chance. 
Patients making return visits were apt to receive increasingly less 
information in these categories. Again, this may have been due to chance 
because of the small numbers observed. It may have been due to the 
medical personnel*s conscious knowledge of the number of previous visits
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wade by the patient; however, there was ao way to measure this fr*ari
the data.
"h’ew Tests," "Test Resultsand "Diet" all showed a greater 
frequency of explanations on the later groups than on Group 1, where
patients were making their first or second visit. This may have been
due to the specific findings on tests that medical personnel felt
needed emphasis at that time, or the ordering of a new test with which
the patient was unfamiliar or the finding that a patient was not 
following a specific diet, thus requiring depth of explanation. There
is no satisfactory explanation from these data as to why this occurred.
The senior medical students were the segment of the clinic
personnel who were most involved in verbalising information to return
patients. The amount of verbalisation of information decreased in
order with the specialists, residents, desk clerk, and nurse.
Since the clinic has as a primary function providing learning
opportunities for medical students, it is expected they would have
more time given them to interview and examine the patient than other
personnel. This gave more opportunity for verbal contact. The consul- 
tants, either specialists or residents, seemed to prefer the student’s 
explaining health data to the patient and only added Interpretations as 
they felt it necessary. This would preclude fewer explanations by them.
The nurses of the clinic were generally involved in administration
and clerical types of activities which gave them very little contact
Perhaps this accounts for their lack of explanationswith the patient.
to patients.
The appointment clerk had next to the highest opportunities for 
verbal contact with the patients and next to the lowest incidence of
56
giving information. This was probably a result of her lack of back* 
ground from which to impart information and her job requir 
Including explanations of this nature.
ts not
ll. CONCLUSIONS
As a result of this study it was concluded: 
l. That the information communicated to patients by medical 
personnel seemed to cluster about the aspects of therapy where the
physician seemed to feel a need to communicate with the patient to
Other aspects may have received less 
communication because of the physician*s self concept as a diagnostitian 
who determine diagnosis and prognosis without patient understanding.
enhance his role as a therapist.
t 2. That patients in this selected clinic were better Informed
concerning aspects of therapy than aspects related to an understanding
l of the nature and diagnosis of their health problems; however, furtherstudy is needed for clarification as to the amount of Informationneeded and the adequacy of this information for the patient.
3. That in this selected clinic of the outpatient department
*• ijor rolethe job description does not require the nurse to carry the'j.
of patient educator.
III. RLCQMMENDATIONS
After the data in this investigation were analysed and reviewed,
the following recommendations were made for areas of further research:
1. That a longitudinal investigation be done to see if a group
of patients followed over a period of time in an outpatient department
received information on all areas of their health problems.
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2. That a similar investigation be carried out in other
speciality clinics to see If the results were the same as those found
in this study.
3. That follow-up investigations be made to answer questions
raised by the present study.
a, Why do medical personnel give the information they 
elect to give?
b. Why was there a probably significant difference in
some areas of health information and not in others?
c. Would these probable significant differences in trends
toward giving information be the same in a larger group of
patients, if new patients had been included in the investi­
gation, and if two observers had participated in the study? 
d. Bo factors such as language barriers, type of diagnosis.
or the educational level of patients influence Information
given to patientsf
What comprehension do clinic patients have of thee.
information communicated to them?
f. What changes in patient behavior and attitudes are
instituted because of the information heard in the
outpatient department?
Are patients satisfied with the amount of informationg*
they hear in the outpatient department?
The following recommendations were made for implementing the
information gathered from this study:
1. That clinic personnel be alerted to the areas where there
are seeming gaps of knowledge, so that steps can be taken to better
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inform patients concerning these aspects of their health problems,
2, that the outpatient department administrators give study to 
a reorganisation of the clinic to give nurses more opportunity for 
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1824 Hew Jersey Street 
Los Angeles 33* California 
June 19, 1961
Hr. Kayraond L. Pelton. Administrator 
White Memorial Hospital 
1720 Brooklyn Avenue 
Los Angeles 33, California
Dear Mr. Felton:
As a method of gathering data for my master’s thesis 
in nursing, l plan to observe contacts between patients and 
other clinic personnel (nurses, doctors, interns, etc.), 
the thesis is concerned with aspects of health teaching in 
the outpatient department. I plan to observe approximately 
forty patients in the General Medicine Clinic. With your 
permission, I would plan to do the observations during the 
next three months*
the studies done at Hew York Hospital, participated in 
by Dr. George G* Reader, director of the comprehensive care 
and teaching program at Cornell Medical Center, stimulated 
my interest in conducting a similar study at the White 
Memorial Clinic. The results of this study would be available 
as a bound thesis at the library. A copy of the summary and 
















There was only one patient having each of the following 
diagnoses: congestive heart failure, sinur bradicardia, aortic and 
mitral stenosis, bronchiectasis, Laennec’s Cirrhosis, Parkinson*s 
Disease, anxiety reaction, esophageal diverticulitis, rheumatoid 
arthritis, psycognic syncope, gout, lupus erythmatosis, erythema 
nodsum, angina, chronic ulcerative colitis, chest lesion, diarrhea, 
pernicious anemia, osteoarthritis, and asthma.





ASSESSMENT VALUES FOR LEVELS OF EXPLANATION
Nature of the Illness
0»»No item on the nature of the illness was discussed.
1—The causative agent was discussed.
2—‘The causative agent was discussed and related to a host
factor or environmental factor.
3«~The cause of the disease was discussed with the patient
and related to two of the following; a host factor or
an environmental factor (physical, biological or social).
New Tests
0-•Patient was told a test was to be taken with name of test
not given.
l~*The test name was given and the patient was told where to
go or how the test will be administered.
2—The test name was given and the patient was told where to go, 
and given preliminary pre-test instructions, or told the
purpose of the test.
3—The test name was given and at least three things are
explained to the patient, where to go for the test, preliminary
instructions, and the purpose of the test.
Test Results
©••No explanation was given the patient of recorded test results.
1*-An explanation was given indicating that the test results
were normal or not normal.
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2—The test results were explained as being normal or not normal
plus an explanation related to one additional factor in
level 3.
3--The test results were explained to the patient as being
normal or not normal plus relating the results to two of the 
following factors: physiologyt anatomy, or chemistry of the
disease problem.
Medicines
0—•Medicines were not discussed.
l--Information was given on administration of the drug.
2--Information was given on any two of the items in level 3.
3—Information was given on administration of the drug, its
purpose, its side effects, or what to do if side effects
appear.
Diet
0--Dlet was not discussed.
1—A type of diet or items of food was discussed with the patient
and related to his health.
2—A type of diet or food item that had an effect on his health
was discussed with the patient and details were given related
to physiology or chemistry.
3—The patient was sent with a diet referral for consultation
with a dietitian.
Home Treatment
0--Nothing was discussed with the patient on home treatment.
A
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1—The patient was told a certain treatment should be done at
home.
2— Two of the items in level 3 were discussed with the patient.
3— ‘The patient was told a certain treatment should be carried
out at home, detailed information was given on how to do this
treatment, its expected results or its purpose.
Plagnosia
©••No specific name was given to the health problem of the
patient.
1—The health problem of the patient was named.
2—The health problem of the patient was given a name, and one
other explanation was given relating it to either physiology
or anatomy.
3—The health problem of the patient was given & name and
related to both factors in level 2.
Prognosis
©••Prognosis was not discussed.
l-*The patient was gold he was making progress toward recovery
or he was not doing well.
2*»The patient was told the expected course of his disease
and some other detail of residual effects or duration of
the disease.
3--The patient was told the expected course of his disease.




A SURVEY OF VERBAL COMMUNICATIONS TO CLINIC PATIENTS
RELATED TO THEIR HEALTH PROBLEM
by
Dorothy Kuester
An Abstract of a Thesis
la Partial Fulfillment of the Requirements
for the Degree of Master of Science




The purpose of this study wae to see what information concerning 
eight aspects of their health problems was cosaaunicated to return 
patients in the General Medicine Clinic of a part-pay urban outpatient 
department, and who of the clinic personnel were involved in verbalising
this information.
The descriptive survey was chosen as the method of study, using
the observation technique with a work sheet* The eight categories of
the work sheet were decided upon by a review of literature. These were
broken down into four levels beginning with no information or slight
information and progressing to greater depth and detail.
The data was analysed (1) for the percentage and frequency of 
information being verbalised in the eight categories for fifty return 
patients, (2) for the significant difference between information given
on the cursory level m compared to the combined deeper levels.
(3) for the significant difference in the amount of information given
when comparing patients grouped according to the numbers of visit® the 
patients had previously made to the clinic, (4) for the percentage of
Involvement by the various personnel of the clinic.
One hundred per cent of the patients to whom the category applied 
heard information on "New Tests," and "Home Treatments," 97.7 per cent
on "Medicines," and 91,3 per cent on "Met," Fifty per cent of all the
patients heard Information on "Mature of Illness,1* 74 per cent on
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There was a probable significant difference at the 5 per cent 
level in the amount of information communicated to patients on the 
different levels in the areas of "nature of Illness,** "Medicines," and 
Diagnosis." These tended toward the depth level on "Nature of Illness" 
and “Medicines," and the cursory level on "Diagnosis."
Conclusions based on data analysis indicated a lack of knowledge 
being communicated on "Nature of illness," "Test Results," "Diagnosis,” 
and "Prognosis" with 26 per cent or more of the patients receiving 
no information. Patients were more frequently informed on "New Tests," 
"Diet," mid "Home Treatments." Patients were informed most completely 
about "Medicines."
it is a matter of chance aa to whether return patients making
initial vlsita to the clinic would receive more health information
than on later visits except in the category of "Diagnosis." A probable
significant number of patients will receive more information on
initial visita than on later return visits.
The senior medical students were most involved in communicating
The nurses, who were generallyhealth knowledge to all patients.
occupied In administrative and clerical duties, communicated the least
amount of information.
After reviewing the analysis of data, it was recommended that
followup investigations be made to discover the reasons for many of
the questions raised by trends seen in the data, that the outpatient
department be reorganised to give nurses more opportunity for patient
teaching contacts, and that clinic .|>drs4hdei be; alerted to’viq^ply
•!
information where omissions in information were obseifV&d in the'data.
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